Introduction
============

Borderline personality disorder (BPD) is one of the few personality disorders considered to be of special interest in adolescence ([@B78]). BPD is usually first diagnosed in adolescence ([@B19]) but symptoms may wane in early adulthood if youths receive psychological assistance ([@B72]; [@B20]). Therefore, early identification of factors involved in the disorder is important to prevent symptoms from setting in durably ([@B20]; [@B74]).

Borderline symptomatology fluctuates as a function of the vicissitudes of relationships ([@B3]). Adolescence is particularly critical in this respect because learning to regulate affect "in and through" social interactions becomes a central task during this developmental stage ([@B1]). At the same time, the struggle for autonomy is thought to reactivate unresolved attachment-related issues ([@B2]). Neurobiological developmental changes may further challenge psychologically or genetically vulnerable teenagers ([@B21]). According to [@B73], insecure attachment is a major predisposing factor for BPD as it interacts with the normative developmental changes and challenges of adolescence. According to [@B48], individuals with disorganized attachment would be at particular risk for the disorder. In the present study, we examine whether the onset of BPD is more likely when adolescents are highly disorganized not just with one but with both parents, and whether security provided by at least one parent may on the contrary be associated with a reduced risk of having the disorder.

Attachment in BPD
-----------------

Numerous parallels can be drawn between attachment disorganization and BPD. First, borderline features echo those of disorganized attachment ([@B35]; see also [@B30]): (1) disorganization is defined as conflicting attachment strategies (e.g., approach and avoidance) toward a caregiver, who represents both a secure base and a source of threat ([@B59]). Likewise, one of the main criteria for BPD is instability in interpersonal relationships, with dramatic shifts from idealization to devaluation of others ([@B3]); (2) like BPD, disorganization is thought to involve a fragmented or unstable sense of self ([@B47]; [@B8]); (3) disorganized attachment is associated with physiological disturbances in the regulation of stress ([@B10]). Emotional dysregulation is also a central characteristic of BPD ([@B70]); (4) associations between disorganized attachment and features of BPD such as impulsive ([@B36]) or dissociative symptoms ([@B65]) have been reported (see [@B50] for a review); (5) disorganized infants' experience of "fright without solution" ([@B56]) is associated with feelings of insecurity and caregiver inaccessibility ([@B51]; see also [@B28] for a review). Likewise, borderline patients experience intense fear of loss and abandonment.

In addition to common characteristics, it has been proposed that attachment disorganization could be a risk factor in the development of the disorder. [@B58] proposed that in disorganized dyads, rapid shifts in the caregiver's behavior lead young children to develop multiple (contradictory) models of self and other (see also [@B8]). These contradictory models are believed to explain why disorganized infants exhibit conflicting behavioral strategies. According to [@B48], such unintegrated models render children vulnerable to dissociation in the face of further traumatic experiences and lead to dysregulated affects and impulses. Hence, he posited that disorganized attachment is at the core of borderline instability (see also [@B12]).

In line with this view, [@B53] found that borderline features at age 19 were predicted by disrupted maternal affective communication in infancy, which itself is associated with disorganized attachment ([@B55]). Disorganized/controlling behavior at age 8 was also associated with borderline features in late adolescence ([@B52]). However, only one participant from this longitudinal sample actually met criteria for diagnosis. Similarly, [@B17] found disorganized attachment (with the mother) at 12 and 18 months to be associated with borderline symptoms at age 28. Although participants were from a high-risk sample, the symptom counts provided do not enable determination of the actual number of diagnosed borderline adults in the sample.

Concurrent data on adult clinical samples also support the hypothesis of disorganized attachment as being associated with BPD. [@B66] developed an alternative system for coding the Adult Attachment Interview (AAI), designed to assess contradictory representations of caregiver and self (hostile/helpless state of mind). The hostile/helpless state of mind is akin to the notion of contradictory segregated models proposed to be central to disorganized attachment ([@B58]). On a sample of 12 borderline women, [@B54] found that all participants displayed hostile/helpless states of mind. However, comorbidity, which is very common in BPD ([@B32]), was screened out. In addition to the small sample size, this screening of participants limits generalization of the results. Nevertheless, this study suggests that multiple (contradictory) models of attachment in adulthood may be a feature of BPD.

Several cross-sectional adult studies using the AAI ([@B27]) show that patients with BPD more often display unresolved or fearfully preoccupied states of mind ([@B5]; [@B16]; see [@B4] for a meta-analysis; see also [@B71] and [@B43] for similar findings with adolescents). The unresolved category is understood as revealing disorganized attachment because it suggests a collapse of strategy. This is inferred from lapses in reasoning or discourse when recounting past experiences of trauma or loss. The preoccupied category, however, does not correspond to disorganization. In the "fearfully preoccupied" subcategory, which is frequently observed among borderline patients, interviewees report fearful experiences, which are presently preoccupying or even "unpredictably controlling mental processes" ([@B57]).

Thus, what is common to both the unresolved and the fearfully preoccupied categories is reported experience of traumatic events. A great deal of research has shown strong associations between BPD and trauma or abuse (e.g., [@B7]). It is therefore possible that the unresolved and fearfully preoccupied states of mind observed in patients with BPD are confounded with the experience of trauma. However, in the above studies using the AAI, the effect of trauma *per se* was not controlled for. Therefore, it cannot be concluded that unresolved or fearfully preoccupied states of mind, rather than actual trauma, are associated with the emergence of BPD.

Combined Effects of IWMs of Each Parent
---------------------------------------

Unlike disorganized attachment whose features appear specifically in relation to the caregiver, borderline symptomatology is pervasive and occurs in a variety of contexts. In this respect, BPD could perhaps reflect a generalization of the attachment pattern developed within the relationship with a specific caregiver. Abundant research suggests that internal working models (IWMs) of relationships with parents constitute a major lens through which other interactions are perceived (e.g., [@B22]). Additional research also suggests that specific IWMs of each parent combine to account for child outcomes. For instance, two studies found that children who had secure attachments to both their parents showed superior social skills, followed by those who had only one secure attachment, and finally by those with insecure attachments to both their parents ([@B75]; [@B79]). More recently, [@B13] observed that among children who were insecure with their mother, variations in security with the father had significant implications for adaptation (see also [@B44]).

Closer to our purpose, in the [@B81] sample of borderline patients, 92% reported bi-parental neglect and emotional denial (see also [@B80]). According to [@B25], even a single experience of a secure/understanding relationship may be sufficient for the development of reflective processes, which help integrate contradictory IWMs resulting from trauma, and hence foster better adaptation. Presumably then, consideration of relationships with both parents can be expected to provide more insight into overall patterns of relatedness in adolescents than a focus on the mother only. Although research has documented attachment states of mind associated with BPD ([@B4]; [@B5]; [@B16]), knowledge is limited when it comes to understanding how specific attachment models of each parent combine to explain the disorder. Because attachment in adolescence and adulthood has been conceptualized in terms of general states of mind in developmental research, relationship-specific models associated with BPD have not been examined. But recent research suggests that the development of an overall state of mind with respect to attachment does not preclude the continuing existence of relationship-specific representations ([@B63]).

The Attachment Multiple Model Interview (AMMI; [@B61]; [@B63]) was designed to provide separate assessments of IWMs for each attachment relationship. In this respect, it differs from certain conceptualizations of adolescent or adult attachment, namely the AAI, which assesses overall states of mind with no distinction between mother and father. Although the AAI includes specific "experience" scales for each parent, classifications are assigned on the basis of state of mind scales which refer to attachment in general ([@B57]). Hence, the AAI "Cannot Classify" category is assigned when interviewees display mixed states of mind. Because the coexistence of different states of mind is assumed to reflect contradictory models, the CC category is considered to reflect disorganization (with a more global breakdown than in the unresolved category). Note however that this classification is also assigned when "the speaker presents different states of mind in describing different people" (p. 190). Disorganization according to the AMMI is also assumed to capture contradictory models, but in line with [@B59] original definition of disorganization, it considers the coexistence of conflicting attachment strategies *within* a relationship, and does so not only at the level of behavior, but at the level of representation as well. Because factors other than abuse or loss can be involved in disorganized attachment ([@B51]; [@B29]; [@B33]; [@B55]; [@B62]), disorganization according to the AMMI does not require that interviewees report such experiences (as opposed to the AAI "unresolved" classification). This has the advantage of disentangling disorganized functioning *per se* from its potential causes.

Assuming that the pervasive pattern of instability in interpersonal relationships among adolescents with BPD reflects a generalized inability to represent relationships according to a consistent, stable model, more disorganized attachment models of relationships with both primary caregivers can be expected. We thus hypothesized that BPD among adolescents is associated with more disorganized attachment models of both primary caregivers. Given the protective function of secure attachment, we expected a non-clinical control group to have higher scores of security with at least one parent. These results are expected to be found even after reported trauma has been controlled for.

Materials and Methods {#s1}
=====================

Participants and Procedure
--------------------------

One group of borderline patients and one group of non-clinical adolescents were recruited. The samples were drawn from a European research project (European Research Network on BPD, EURNET BPD) investigating correlates of BPD in adolescence (13--19 years). The research network involved five academic psychiatry departments specialized in adolescents and young adults in France, Belgium, and Switzerland. This study was carried out in accordance with the recommendations of the French National Committee for Personal Freedoms with written informed consent from all participants. All participants, and at least one of their parents for those under 18 years of age, gave written informed consent in accordance with the Declaration of Helsinki. The protocol was approved by the French National Committee for Personal Freedoms.

Borderline participants were recruited in these psychiatry departments (inpatient and outpatient hospital units). Patients aged 13--19 were considered for inclusion if they presented BPD according to their psychiatrist. Patients with psychotic disorders were excluded from the study for feasibility reasons. BPD and other diagnoses were assessed with semi-structured interviews (see Section "Measures" below). The diagnostic interviews were conducted by a team of five clinical psychologists and psychiatrists experienced in the assessment of DSM-IV Axis I and II disorders in adolescents. After this screening procedure, the patients whose diagnosis of BPD was confirmed were interviewed in their respective psychiatry departments. Because the number of male volunteers was too small and because borderline symptomatology varies according to gender ([@B37]), the decision to include only female participants was made at an early stage of the study. The final sample included 36 outpatients.

Control group participants were recruited using advertisement for the study in schools and universities knowing that participants from the clinical group were mostly from upper middle class backgrounds (see Section "Descriptive Statistics" below) and were still in school. The procedure with the non-clinical sample was identical to that with the borderline sample. Control participants were screened in order to make sure they did not have BPD \[according to the Structured Interview for DSM-IV Personality Disorders (SIDP-IV)\] or current or lifetime mental disorders (according to the Kiddie-SADS). For better contrast, adolescents who had consulted a psychiatrist or psychologist were also excluded from the study control group. Thirty control participants from similar socioeconomic backgrounds were thus included.

Measures
--------

### Borderline Personality Disorder

The SIDP-IV ([@B68]) was used to confirm BPD diagnosis among patients and screen for personality disorders among all participants. Borderline severity for each of the nine criteria was coded as absent (0), subthreshold (1), present (2), or prominent (3). Borderline severity scores thus varied from 0 to 27. The clinical threshold is 10 (with scores of at least 2 on at least 5 of the nine scales). The SIDP-IV has shown good psychometric properties on adolescent and young adult samples ([@B18]). The inter-rater reliability for SIDP-IV was calculated from independent ratings of ten videotaped interviews. The Kappa coefficient for agreement on the presence or absence of BPD was very high (0.84) and the values for the presence/absence of the other personality disorders ranged from 0.54 to 1.

### Psychiatric Diagnoses

The Kiddie-SADS ([@B41]; see [@B40] for data on psychometric properties) was used to verify the absence of psychiatric disorders among control participants and to assess psychiatric comorbidity among patients. Diagnoses were established according to DSM-IV criteria. To obtain high levels of reliability, the research team participated in several training sessions, including the commented scoring of videotaped interviews and a training session conducted by the developers of the Kiddie-SADS (Boris Birmaher and Mary Kay Gill). Final diagnoses were established by the best estimate method on the basis of the interviews and any additional relevant data from the clinical record according to the LEAD standard ([@B69]).

### Socio-Demographic Information

A brief *ad hoc* self-report questionnaire was administered in order to ensure that control participants had never consulted for a psychiatric disorder, and to obtain socio-demographic data (i.e., parental employment status and education). Parental SES was determined according to each parent's employment status. A dimensional index was developed as follows: (1) low-grade salary workers, (2) intermediate professions, and (3) white collar workers. Parental education was coded according to three levels of education: (1) technical training, (2) secondary education, and (3) higher education. Mean scores of mother and father SES as well as education were used.

### Childhood Trauma

To control the possible confounding effect of reported experiences of abuse, the Childhood Trauma Questionnaire (CTQ, [@B11]) was administered. It is a 28-item self-report inventory that provides brief, reliable, and valid screening for histories of abuse and neglect. It inquires about five types of maltreatment: emotional, physical, and sexual abuse, and emotional and physical neglect. Because of the small number of participants, we tried to limit the number of predictors so as to diminish the probability of Type-II error. Therefore, we did not use the CTQ subscales separately, and opted for the global score (i.e., the sum of scores for each type of maltreatment).

### Attachment Models

The AMMI ([@B63]) is a semi-structured interview in which participants are asked to describe their emotional and behavioral reactions with each attachment figure in a variety of attachment-related situations (separation, illness, stress, danger, conflict, etc.). It was designed to assess specific models of attachment in adolescence or adulthood, that is, how a specific relationship has been internalized (as more or less secure) as well as the attachment strategies resulting from this internalized representation (orienting attention and behavior toward or away from attachment). Deactivation in the AMMI refers to a turning away from attachment, whether mentally and/or behaviorally. Hyperactivation refers to a focus on the attachment figure and more or less explicit attempts to elicit his/her attention.

In accordance with recent work suggesting that the latent structure of individual differences in IWMs is consistent with a continuous rather than a clear-cut taxonomic model ([@B26]), the AMMI provides continuous scores on each attachment dimension (security, deactivation, hyperactivation, and disorganization). Security, deactivation, and hyperactivation were coded on continuous 9-point scales (from 0 to 8). Following [@B59] original definition of disorganization as conflicting attachment strategies, disorganization is assigned when participants exhibit both deactivation and hyperactivation within the same relationship (see [@B61]; see also [@B9] for a similar rationale). The more these opposite strategies coexist, the higher the disorganization score (see [@B63]); scores vary from 0 to 16.

The validity of the AMMI has been established with longitudinal data gathered from age 4 to 23, showing that AMMI scores at age 23 reflect corresponding cumulated lifetime scores for security, deactivation, and hyperactivation. A significant link between AMMI disorganization with mother and AAI unresolved trauma has also been observed ([@B63]).

Participants were asked to describe their relationship with each parent. Because many of the participants did not have romantic partners, they were not interviewed on this type of relationship. All AMMI verbatim transcripts were coded by two blind coders trained by the developer of the instrument. When all the dimensions were considered, differences of less than 1 point were found for 86% of the codings. Disagreements were discussed and reconciled. Scores assigned after consensus were then compared with the coding of a third blinded coder. Differences of 1 point or more were then found for 7% of the codings, and were discussed in order to determine final scores.

Statistical Analyses
--------------------

To determine which variables were likely to predict BPD, *t*-tests comparing means of attachment and trauma for the BPD and the control group were run. Those variables on which group differences were found were included in a logistic regression analysis predicting BPD. Because we hypothesized that disorganization toward both parents is associated with BPD, the interaction term between these two variables was also entered as a predictor. Beforehand, preliminary analyses were run to determine whether any sociodemographic variables needed to be controlled for. Student *t*-tests were thus performed to identify differences in terms of SES, parental education, and age between the two groups. Correlations between these sociodemographic variables and each attachment scale were also conducted. Because most patients with BPD also had at least one additional Axis I or Axis II disorder, comparisons between those who were diagnosed with a specific comorbid disorder and those who were not were conducted to examine the possible effects of these other disorders on the AMMI dimensions.

Results
=======

Descriptive Statistics
----------------------

Many borderline patients exhibited additional personality disorders: non-exclusively, 43% obsessive-compulsive, 27% avoidant, 13% paranoid, 10% antisocial, 7% histrionic, 7% dependent, 3% narcissistic, and 3% schizotypal personality disorders. Co-occurring Axis 1 disorders were also frequently diagnosed, the two most common being eating (58%) and mood disorders (42%), followed by anxiety (14%) and substance use disorders (8%) (see [@B32] for similar findings). The mean score on the SIDP-IV was 16.70 (*SD* = 1.20) in the BPD group, compared with 2.07 (*SD* = 0.42) in the control group.

Preliminary Analyses
--------------------

Student *t*-tests revealed no differences between the two groups for SES (*M~controls~* = 2.48, *SD* = 0.51; *M~patients~* = 2.30, *SD* = 0.71; *t =* 1.06; *p* = 0.29), parental education (*M~controls~* = 2.45, *SD* = 0.56; *M~patients~* = 2.31, *SD* = 078; *t =* 0.85; *p* = 0.40), or age (*M~controls~* = 16.28, *SD* = 1.03; *M~patients~* = 16.80, *SD* = 1.06; *t =* 1.92; *p* = 0.06). Age was the only potential covariate that was significantly correlated with one of the attachment variables (i.e., hyperactivation toward the mother: *r* = 0.31, *p* = 0.02).

When comparing patients with non-clinical participants, expected differences were found on all the AMMI dimensions, whether in relation to the mother or the father (i.e., borderline patients were given lower security scores and higher deactivation, hyperactivation, and disorganization scores). CTQ scores were also significantly higher in the borderline group (see **Table [1](#T1){ref-type="table"}**).

###### 

Mean scores, standard deviations, and ranges for the AMMI and CTQ dimensions according to group membership.

                        Controls   Patients   *t*                                 
  --------------------- ---------- ---------- ---------- ------ ------ ---------- ------------
  Security mother       6.80       1.83       \[0-8\]    3.54   1.88   \[0-7\]    7.15^∗∗∗^
  Deactivation mother   2.20       2.25       \[0-8\]    6.24   1.40   \[2-8\]    -8.99^∗∗∗^
  Hyperact. mother      2.20       1.83       \[0-5\]    4.73   2.29   \[0-8\]    -4.91^∗∗∗^
  Disorg. mother        2.73       2.75       \[0-8\]    8.91   4.31   \[0-14\]   -7.12^∗∗∗^
  Security father       6.30       1.93       \[1-8\]    2.39   1.81   \[0-6\]    8.48^∗∗∗^
  Deactivation father   2.60       2.30       \[0-8\]    6.53   1.58   \[2-8\]    -8.20^∗∗∗^
  Hyperact. father      1.53       1.78       \[0-6\]    3.42   2.49   \[0-8\]    -3.47^∗∗^
  Disorg. father        1.87       2.29       \[0-6\]    6.72   4.95   \[0-16\]   -5.25^∗∗∗^
  CTQ total score       6.43       2.29       \[5-17\]   9.51   2.49   \[6-17\]   -4.91^∗∗∗^

∗∗

p \< 0.01,

∗∗∗

p \< 0.001.

No effect of comorbidity (i.e., eating, mood, and anxiety disorders, obsessive-compulsive and avoidant personality disorders) was found on any of the AMMI dimensions with either parent (all *t*s \< 1.67, *ns*). However, group comparisons could not be performed for disorders for which sample sizes were too small (*Ns \<* 5).

Main Analyses
-------------

The CTQ, the AMMI dimensions, and the interaction term between disorganization with the mother and disorganization with the father were entered as predictors in a logistic regression analysis with BPD as the dependent variable. The backward method was chosen so that the respective contribution of each variable would be considered during the selection process. The analysis (see **Table [2](#T2){ref-type="table"}**) retained the CTQ score (OR = 1.55; Wald test = 4.90), deactivation with the mother (OR = 1.75; Wald test = 4.34), security with the father (OR = 0.54; Wald test = 6.55), and the interaction term between disorganization with the mother and with the father (OR = 1.06; Wald test = 2.36) as predictors of BPD. The total model explained 86.9% of the variance and led to a correct classification of 93.9% of the participants (28/30 in the control group and 34/36 in the BPD group).

###### 

Logistic regression predicting borderline personality disorder (backward method).

  Variable                    Model log likelihood   Change in -2 log likelihood   *df*   Sig. of the change
  --------------------------- ---------------------- ----------------------------- ------ --------------------
  CTQ                         -13,872                6,118                         1      , 013
  Deactivation mother         -14,313                6,999                         1      , 008
  Security father             -15,693                9,759                         1      , 002
  Disorganization mother      -15,740                9,855                         1      , 002
  ^∗^Disorganization father                                                               

To describe the moderating effect of disorganization toward the father more precisere precisely, we divided the whole sample into three groups of equivalent sizes according to scores of disorganization with the mother (\<4, between 4 and 9, and \>9). We then calculated for each group partial point-biserial correlations between disorganization with the father and BPD, controlling for the CTQ. For the group with low scores of disorganization toward the mother, the correlation was close to zero: *~part.~r* = 0.02, p = 0.93. For the intermediate group, the correlation was higher and significant: *~part.~r* = 0.57, p = 0.01. For the group of participants whose scores were above 9, the correlation was equal to 1 (i.e., all had BPD). In other words, disorganization with the father progressively increased the chances of having BPD as disorganization with the mother increased also. The same procedure was followed by making groups according to disorganization with the father (=0, from 1 to 5, and \>5). Results were similar but the differences between the correlations were not as big with *~part.~r* = 0.14, p = 0.54 for the group with low scores, *~part.~r* = 0.36, p = 0.19 for the intermediate group, and *~part.~r* = 0.54, p = 0.005 for the group with the highest scores.

Discussion
==========

The aim of the present study was to examine disorganized attachment as a factor involved in BPD in adolescence. Assuming that when disorganized attachment models accumulate, they are more likely to be pervasive and to be associated with a generalized pattern of instability, we expected adolescents with BPD to exhibit higher disorganization with both parents than control adolescents. We also expected the controls to be more secure with at least one parent. Comparisons between the two groups confirmed these hypotheses. In fact, the statistical analysis revealed that over and above what was accounted for by reported trauma, what best distinguished borderline from control adolescents was a combination of disorganization toward each parent, insecurity toward the father, and deactivation of the attachment system in the relationship with the mother.

The fact that borderline patients were more likely to have disorganized models of their parents echoes the results of [@B54], based on the hostile/helpless classification, and points to contradictory attachment models as a core feature of BPD. Although AMMI disorganization is inferred on the basis of high levels of deactivation and hyperactivation within the same relationship, it is interesting to note that findings with this interview are similar to those found with an instrument (the HH system) explicitly designed to assess unintegrated attachment models. This observation is consistent with [@B58] assumption that disorganization reflects contradictory representations of the attachment figure. Recently, [@B9] also found borderline severity to be associated with "disorganized-oscillating" attachment among psychiatric outpatients.

In addition to showing that contradictory models of caregivers are more common among patients with BPD than healthy controls, our findings suggest that being disorganized with not just one, but with both parents, is particularly characteristic of borderline adolescents. This is coherent with the report by [@B80] of particularly high rates of bi-parental abuse or neglect among borderline patients. Although disorganization toward the mother may constitute a risk factor for the development of borderline symptoms ([@B17]), one way of interpreting the present findings is to consider that the putative deleterious effects of disorganization with the mother may be increased when the relationship with the father also leads to a disorganized model. It seems reasonable to think that a "corroboration" in the relationship with the father of the model resulting from interactions with the mother (or *vice versa*) may place the adolescent at greater risk of generalizing his/her IWMs to other relationships, and thus of developing a rigid and pervasive pattern of relatedness, as is the case in BPD.

Conversely, when disorganization toward one parent is counterbalanced by organized and especially secure attachment toward the other parent, the generalization of instability is less likely. [@B14] contended that divergent interpersonal input could render IWMs more flexible and open to change. In such cases, the organized relationship may provide an alternative to the disorganized model, offering the opportunity for more stable functioning. [@B25] also proposed that by fostering the capacity for mentalization, a secure relationship offers the opportunity to integrate incoherent models of experience and thereby reduces their negative impact on psychological adjustment. Our findings are also consistent with previous studies showing that a secondary secure strategy may dampen the deleterious effects of disorganized attachment (e.g., [@B49]).

In addition to the findings on disorganized models, deactivation toward the mother also significantly differentiated the two groups. According to [@B46], BPD develops as a result of emotional dysregulation, which occurs when emotional vulnerabilities are responded to in "invalidating" ways. It can be assumed that deactivation of the attachment system reflects an internalization of this inability to share true emotional experience with parents (and eventually with the self). Deactivation in the relationship with the mother was found to be more predictive of BPD than deactivation toward the father. Many studies on the mediating role of maternal conversational style (e.g., [@B67]; see also [@B15]), mind-mindedness ([@B60]), and reflective function ([@B24]) point to the mother's major contribution to her child's developing socio-cognitive understanding. Thus, it is not surprising that restricted communication in the relationship with the mother (as suggested by deactivation of the attachment system) may act as a serious obstacle for healthy personality growth. Nevertheless, more research is needed to understand the specific role of fathers in healthy or abnormal socio-cognitive development.

In the present study, although higher levels of childhood abuse or neglect were reported by borderline adolescents, the selected attachment representations predicted group membership over and above what these reported events accounted for. This constitutes an extension of what [@B80] called "bi-parental failure in the childhood experiences of borderline patients," in that beyond actual life events, what seems most deleterious is an internalization of the impossibility of finding support from caregivers (insecurity and deactivation) and of obtaining help in "metabolizing" traumatic experience.

The logistic regression also revealed that in combination with disorganized models and deactivation of the attachment system in relation to the mother, insecurity toward the father was a significant predictor of BPD. This finding is in line with previous work ([@B4]; [@B5]) suggesting that insecure attachment is the rule, rather than the exception, among borderline patients. Interestingly however, it was security toward the father that best differentiated borderline from control adolescents. Borderline adolescents were also less secure than controls toward their mothers, but when considered in combination with the other predictive variables, this finding -- unlike security toward the father -- was no longer significant. During the AMMI, many borderline patients reported abusive and out-of-control paternal behavior, which was less often the case in the relationship with the mother (see [@B80] for similar findings). Therefore, more intense experiences of insecurity with the father might account for these findings. Security scores with the father were indeed lower than those with the mother (see **Table [1](#T1){ref-type="table"}**). However, because this interpretation partly relies on anecdotal observations from our interviewers, systematic research is needed to confirm this tentative explanation. Also, the fact that non-clinical adolescents displayed more secure models of their relationship with their fathers highlights the protective function this parent may have. Overall, the present study points to the need for a more systemic approach: examining attachment beyond the mother--child dyad brings a fuller understanding of the dynamics at play in the construction of IWMs, and of what determines their scope of influence.

An alternative explanation could also account for the findings, as the direction of the effect may be the reverse of that considered above. Rather than showing that the generalized pattern of instability among borderline adolescents results from the accumulation of conflicting models, it is possible that the disorder distorts their attachment representations, leading them to describe (and perhaps experience) all relationships in accordance with their present functioning. Longitudinal research is still needed to test the hypothesis of BPD as an "outgrowth" of disorganized attachment. In any case, the present study corroborates the assumption that attachment disorganization is a core feature of BPD, extends this observation to a clinical sample with confirmed diagnosis, and calls attention to the need to consider relationships with both parents.

The study has other limitations that must be considered also. First, although it represents a step in the direction of a more systemic approach, relationships likely to impact the construction of IWMs and personality development extend well beyond relationships with parents. Hence, future studies examining relationships with siblings as well as contextual influences outside the family could usefully complement the present data. Likewise, genetic, epigenetic, or constitutional factors involved in the onset of BPD ([@B31]; [@B76]; [@B77]; [@B38]) have not been considered here, and their role should not be minimized.

Second, because control participants were selected as having no psychiatric disorder, the representativeness of this sample is questionable. This procedure was nevertheless preferred so as to obtain greater contrast between the clinical and non-clinical groups and identify borderline specificity more clearly. In future studies, comparisons with other disorders would enable an understanding of the psychopathological pathways specific to BPD.

Although the present clinical sample is quite large compared to those of most studies on borderline adolescents, only female participants were included, thus limiting the generalizability of the results. Future research examining the links between attachment and BPD is still needed to understand the development of BPD among male adolescents. This seems particularly important given that borderline symptomatology varies significantly by gender ([@B37]). It is also possible that the impact of attachment to a specific parent is not the same for girls and boys. The sample nevertheless seems representative of female adolescents with BPD in terms of psychiatric co-morbidity (see [@B39]).

Axis I and Axis II disorders could have blurred the links between BPD and the attachment measures, but group comparisons between borderline patients with and without the major comorbid disorders revealed no effect of these other diagnoses, and thus provide greater confidence in the specificity of the results regarding attachment among adolescents with BPD. Still, the effects of disorders for which we had very few cases could not be controlled for. Although it seems unlikely that such small subsamples significantly impacted overall tendencies, a possible effect of these other diagnoses cannot be ruled out.

Despite these limitations, the present study has important implications regarding clinical intervention with borderline patients. One major finding is that the selected representational features of attachment account for the disorder over and above reported experiences of abuse or neglect (see also [@B23]). More specifically, borderline adolescents are more likely to feel insecure, to cumulate contradictory models, and to turn away from attachment. Therefore, psychotherapy aimed at integrating multiple models of specific relationships via the establishment of a secure relationship that fosters the safe exploration of internal states seems particularly recommended (see [@B34]). These findings in an adolescent sample are all the more important because treatment of BPD in that period of life can prevent the disorder from consolidating ([@B20]). They are also encouraging in view of possible therapeutic intervention: increasing feelings of security and reducing deactivation is in line with the objectives of existing therapies aiming to enhance mindful awareness in the context of a successful therapeutic alliance (e.g., Dialectical Behavior Therapy, [@B45]; Mentalization-Based Treatment, [@B6]; Transference-Focused Psychotherapy, [@B42]). Hence these therapies, originally developed for borderline adults, could presumably be advised for borderline adolescents (see [@B64]).
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